Relative corneal hypoaesthesia appears unrelated to the type of disease or to its location within the orbit. (BrJ7 Ophthalmol 1994; 78: 427-429) 
Methods
Patients with periorbital trigeminal sensory loss were identified from the diagnostic orbital database held in the orbital clinic at Moorfields Eye Hospital. The clinical case notes were reviewed for these patients and details of sensory loss recorded, together with the type and position of their orbital disease. Periorbital sensation for light touch was assessed as part of the clinical examination of almost all patients attending the orbital clinic.
Results Notes for 103 patients with loss of periorbital cutaneous sensation or corneal sensation were reviewed; these were patients with a difference in light touch or pinprick perception between the two sides of the face, changes conforming to the pattern of appropriate dermatomes (Fig 1) . There were 51 males and 52 females, with an age Rose, Wright The sensory loss was symptomatic (with numbness) in only 14/103 (13%) patients: in 2/8 (25%) cases after trauma, 6/54 (11%) with benign conditions, and 6/41 (15%) with malignant tumours (Table 2 ). The proportions with symptomatic sensory loss are not significantly different with malignancy (6/41 cases) or with benign diseases (8/62 cases; X'=0-08, p>09). Sensory loss was accompanied by pain -so-called 'anaesthesia dolorosa' -in 54/103 (52%) patients, being most common with inflammatory disease (23/26 cases; 88%) and with malignancy (21/41 cases; 51%) ( Table 2) .
Cutaneous sensation was reduced in 88/103 (86%) patients, the other 14% having only corneal hypoaesthesia, with the ophthalmic division of the trigeminal nerve being most frequently affected;, in 63/88 (73%) patients several dermatomes were affected ( Sensory loss is rarely symptomatic and only 14 patients reported numbness. Just over half of the patients, however, experienced pain with their orbital disease -most of them having either inflammatory disease or malignancy (88% and 51% of which cases were painful, respectively).
Several branches of the trigeminal nerve may be affected by orbital disease (Table 3) , especially those of the ophthalmic (first) division which has a large number of branches passing through the orbit (Fig 1) . In most cases (91%) -the extent of cutaneous sensory loss is indicative of the position of the orbital di.ease, with the lacrimal, supraorbital, or supratrochlear nerves being affected by disease along the orbital roof and the zygomatic and infraorbital nerves being affected by diseases along the orbital floor (Table 3) . Disease at the orbital apex or the superior orbital fissure may cause hypoaesthesia affecting several, or even all, of the periorbital dermatomes.
Relative corneal hypoaesthesia appears unrelated to the nature of the underlying orbital disease -as with cutaneous hypoaesthesia (Table  4 ). In contrast with cutaneous sensory loss, however, corneal loss appears to be unrelated also to the position ofthe disease within the orbit. Of 15 patients with purely corneal hypoaesthesia, only six (40%) had intraconal disease -a disease location where impairment ofthe nerves subserving corneal sensation might be expected.
